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ABSTRACT: Bicornuate uterus is a type of uterine duplication anomaly. It is classified as a class IV 

Mullerian duct anomaly according to American Fertility Society (AFS) classification. The incidence of 

congenital uterine anomalies in a fertile population is 3.2%. A 22 years old lady married since three 

years presented with History of three previous repeated abortions at 2 months, 2 ½ months and at 2 

months of gestational age respectively and with H/O dysmenorrhoea during menstruation. During 

the last miscarriage she was diagnosed to have Bicornuate uterus by abdominal ultrasonography. 

Patient was advised to undergo corrective surgery for bicornuate uterus. After six months of her last 

miscarriage Metroplasy surgery was done for bicornuate uterus and the defect was corrected. After 

six months of surgery she conceived again and the pregnancy continued beyond three and a half 

months. 
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INTRODUCTION: Uterus Bicornis represents 26% of müllerian duct anomalies. Uterus bicornis 

bicollis is a condition where in the uterus will have two cavities with two cervix with or without 

vaginal septum.1 More than 50% of women with malformed uterus will stay completely 

asymptomatic.2,3 Patients with bicornuate uterus often presents with obstetric complications- 

infertility, early abortions, ectopic pregnancies, late abortions or premature birth, and IUGR.4 

Offspring of mothers with a bicornuate uterus had a risk for congenital defects four times higher than 

infants born to women with a normal uterus.5 
 

 CASE REPORT: A 22year old lady came to the Out-patient Department of Obstetrics and 

Gynaecology, ESI Hospital, Peenya, Bengaluru. Her marital life was of three years. She had a history of 

three previous repeated abortions at 2months, 2½ months and at 2 months of gestational age 

respectively and history of dysmenorrhoea during menstruation since she attained menarche. After 

the last or third abortion she underwent thorough evaluation. All the blood tests were normal. She 

was also evaluated for immunological causes and inherited thrombophilia and found negative. There 

was no history of consanguineous marriage of her parents and no history of repeated abortions in 

any of the family members. She was the first child to her parents and her mother`s antenatal and 

natal period were uneventful. There was no history of Diabetes, Hypertension, RH incompatibility 

and TORCH group of infections. 

Ultrasonography of abdomen and pelvis revealed Bicornuate uterus with endometrial 

Hyperplasia in both the horns. Metroplasty surgery was planned in view of her recurrent pregnancy 

loss. She was advised to come after six months of her last miscarriage. Modified strassmann 

Metroplasty Surgery was done and the defect was corrected. Post–operative period was uneventful. 

Uterus had healed properly. After six months of surgery she conceived again and her pregnancy 

continued beyond three and a half months. 

http://radiopaedia.org/articles/uterine-duplication-anomalies
http://radiopaedia.org/articles/mullerian-duct-anomaly-classification
http://radiopaedia.org/articles/mullerian-duct-anomaly-classification
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DISCUSSION: Mullerian duct anomalies result from defective fusion, canalisation or absorption of the 

median septum of the female reproductive system during embryonic development. The uterus is 

formed by the union of the two mullerian ducts at about the 10th week. Fusion begins in the middle 

and then extends caudally and cephalad. The characteristic uterine shape is formed with cellular 

proliferation at the upper portion and a simultaneous dissolution of cells at the lower pole, thus 

establishing the first uterine cavity. This cavity is at the lower pole with a thick wedge of tissue above. 

The upper thick wedge of tissue (septum) is dissolved slowly creating the uterine cavity. This process 

is usually completed by the 20th week. Any failure of fusion of the two mullerian ducts or failure to 

absorb the cavity between them persists in separate uterine horns or bicornuate uterus.6 

 

American fertility society has classified the mullerian duct anomalies as follows7: 

, 

Class I: Müllerian agenesis or hypoplasia. 

 

Class II: Unicornuate uterus. 

 

Class III: Didelphys uterus. 

 

Class IV: Bicornuate uterus. 

 

Class V: Septate uterus. 

 

Class VI: Arcuate uterus. 

 

Class VII: Diethylstilbestrol (DES)-exposed uterus. 

 

Fig. 1: USG showing Bicardinate uterus with two separate horns. 
 

 
 

 
Fig. 1 
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Fig. 2: The external uterine contour is concave or heart-shaped, and the uterine horns are widely 

divergent. The fundal cleft is typically more than 1cm deep and the intercornual distance is widened. 

 

 
 

 

 

 

Fig. 3: showing heart shaped contour of bicornuate uterus along with the ovaries. 

 

 
 

 

 

Fig. 4: The fundal cleft is typically more than 1cm deep and the intercornual distance is widened. 

An incision is made on the medial side of each hemicorpus and carried deep enough to enter 

the uterine cavity. The edges of the myometrium will evert to face the opposite side. The 

myometrium is approximated to the other side edge by interrupted stitches using 2-0 vicryl and the 

serosa is sutured with continuous locking stitches using 1-0 catgut to maintain haemostasis and to 

avoid uterine tear. 

Fig. 2 

Fig. 3 
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Fig. 5: showing uterus after modified strassmann metroplasty surgery. 

 

 
 

 

 

Fig. 6: USG showing intra uterine pregnancy of 12 weeks 6 days. 

 

 
 

 

Fig. 4 

Fig. 6 

Fig. 5 
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